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Abstract
An ethnographic study of American Indians’ perceptions of
caring behaviors was completed.  Twelve key informants were
selected from among tribal members living on a reservation in
the Southwest.  All identified themselves as American Indian
and agreed to be interviewed.  Interviewing continued until no
new responses were elicited from informants.  Findings were
validated with key informants.

 

Rogers1 and other scholars2-4 point out that caring about
others is a universal phenomenon. However, the expressions,
processes, and patterns of caring behaviors vary among cul-
tures.5,6

In order to provide more effective, culturally sensitive,
care, health care providers need knowledge of the caring val-
ues of the people they are working with.  This requires explo-
ration and description of the meaning of caring from the indi-
vidual’s cultural perspective.

An ethnographic study was designed to examine what
behaviors of health care providers are perceived by American
Indians in the Southwest as demonstrating a caring attitude.

Ethnography
Ethnography has its roots in the social sciences and, in

particular, the field of anthropology.  Ethnography is a study
of culture which looks at an individual’s perception as it
relates to his culture.7 It uses qualitative tools to study human
phenomena that are not objectively measurable.  It often
includes prolonged, direct, personal involvement with the

group being studied and interviewing of selected group mem-
bers.  Ethnography provides insights about a group of people
and offers us an opportunity to understand their world.

One approach to ethnography uses precise ways of asking
questions in order to frame responses so that perceptions and
meanings are elicited.  This linguistic approach requires that
each informant is asked the same set of questions, in the same
context, with further questions prescribed.  The interviewer
may ask for further information by eliciting stories, and then
ask for clarification or further description.  In other words, the
interview is structured the same way for each informant.

Methods
The researcher attended three formal tribal meetings to

present the purpose, procedure, implications, and potential
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benefits of the study and answer any questions that members
posed.  The Tribal Council approved the study, giving the
author permission to approach potential key informants.

Following a review of the literature, interview questions
were developed; a pilot study was then conducted with three
tribal members.  As a result of the pilot study, the interview
questions were revised.  The revised questions were easier to
understand and elicited more information from informants
about the concept of caring than did the original questions.
These questions were used as a guide by the researcher to elic-
it comments and stories about caring from informants.  One of
these questions addressed behaviors in health care providers
that are perceived as demonstrating caring.

 

Sample. The sample consisted of American Indian infor-
mants who identified themselves as members of the tribe.
These informants were selected for their knowledge of the
culture of the community, their willingness to share informa-
tion, and their ability to communicate in a nonanalytic man-
ner.  As the researcher described the nature of the study to var-
ious tribal members, suggestions for key informants were
spontaneously offered.  Many of these contacts made addi-
tional suggestions for key informants to interview.

Additional key informants were interviewed until no new
responses were elicited; this yielded a sample size of 12. 

The sample included eight women and four men, ranging
in age from 39 to 75 years (mean age of 54).  Education
achieved ranged from 7 to 18 years, and all had worked at
many jobs and fulfilled many roles during their lives.
Individuals were selected from various areas on the reserva-
tion, to reduce bias by omitting attention to regional differ-
ences.  While all informants identified themselves as tribal
members, at the time of the interview two reported that their
heritage included another local tribe.

Setting. The reservation under study was located in the
southwestern part of the United States, approximately 35
miles from a large metropolitan area.  At the time of the study,
the tribal population was 11,700.  The setting was rural with a
major highway running through the reservation and two paved
secondary roads bisecting the area.  Most of the roads on the
reservation were unpaved.  There were few street signs or
addresses and few residents had telephones.

Medical facilities on the reservation, staffed by the Indian
Health Service, included inpatient, outpatient, and long-term
care services.  The Tribal Department of Health Services pro-
vided health care through five divisions: public health nursing;
health education; behavioral health; nutrition and support ser-
vices, such as medical transportation; and environmental
health.

Over the last 20 years residents have moved into villages,
whereas they formerly lived on small farms where they tradi-
tionally raised both wild and cultivated foods.  Gradual accul-
turation, with significant modifications in lifestyle and diet,
has been accompanied by higher rates of diabetes, heart dis-
ease, and alcoholism.

Results
To answer the research question, What do American

Indians on this reservation identify as important caring behav-
iors in health care providers? informants responded to the fol-
lowing question: “When you have seen a doctor or nurse for
a health problem or sickness, what have they said or done that
showed you they care?” Many caring behaviors by health pro-
fessionals were identified, including touch, voice, attitude,
visibility, availability, presence, respect, treatment, consisten-
cy, acceptance, visiting, and time perception.  While only car-
ing behaviors were solicited, informants volunteered and
described both caring and noncaring behavior and actions, and
offered suggestions about how to be a caring health provider
in their community (see Table 1).

The health providers mentioned included doctors, nurses,
a pharmacist, a psychiatrist, and a dentist.  These health
providers were employed by the Indian Health Service, the
tribe, and private hospitals.  Inpatient, outpatient, and com-
munity health services were the settings where these infor-
mants had received health care.  Inpatient hospital experiences
accounted for one-half of the informants’ stories.

Examples of caring and non-caring behaviors.
Examples of caring shown by doctors included giving med-
ications, giving follow-up clinic appointments, being gentle
during treatments and examinations, talking with patients, and
being ready to help during an emergency.  One informant said,
“The doctors in intensive care were always friendly to me,
they just tell me to ‘hang on, you’re all right, we’re taking care
of you . . . .  We’re not letting you die.”

Physicians perceived as non-caring handled people
roughly, “talked down at patients,” used “big” words that were
not understood, and rushed in and out of the room without
“visiting.” According to one informant, a doctor was asked by
the Tribal Health Board and the Tribal Council to leave the
Indian hospital because of non-caring remarks and behavior.
The informant recalled, “He came out from back East during
the Vietnam War and told people, ‘I took the lesser of the two
evils and came out here to work, instead of going to war.’ That
really hurt people here.”

The informants gave the following examples of caring
shown by hospital nurses: assistance with bathing, feeding,
ambulation, and cleaning their beds; talking, being friendly,
and telling stories, and jokes.  One informant said, “ . . . the
nurses stood over me, told me I’ll be better soon, and held my
hand awhile.  I know I was really sick, so they held my hand.”
Another informant described a caring nurse who prepared
their family to view a relative’s body by using a soft tone of
voice and comforting words.  One informant responded, “I
suppose in the hospital when I had surgery, some of the nurs-
es were kind, were nice, treated me like a person, not just a
patient.” After describing a negative experience with nurses,
one person said, “I think the ones we have now are caring,
they’re encouraging to everybody, just their presence makes a
difference.”
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Table 1. Behaviors perceived by members of one tribe of American Indians in the Southwest as demonstrating ‘caring’
and ‘non-caring’ in health care providers.

Contrast

 

Touch

Voice

Attitude

Visibility

Availability

Presence

Respect

Visiting

Time Perception

Non-Caring

Doesn’t touch person or sore; rough han-
dling of people.

“Talks down” or “talks over” people. Uses
“big” words; angry voice; yells at people.

Pushy, demanding; treats people like “little
children”; acts like “know it all.”

Never seen outside clinic or hospital setting.

“Can only get sick between hours of 8 am
and 3 pm”, only seen if person has an
appointment

Ignores people, avoids spending time with
people; does their duties, then leaves.

Criticizes or shames elders; belittles people;
“acts like they’re better than us.”m

Visits only when there’s a problem; visits on
“hit or miss” basis; “doesn’t talk about or
share his/herself.

Always in a hurry; rushes in and out of room;
rushes through home visit; “do it now!” Only
spends six months or a year in job, then
leaves.

Caring

Shakes hands, hugs, touches person while
examining sore; gentle touch; “professional
touch.”

Talks at same level; soft, concerned voice.

Willing to wait for person to make deci-
sions; patient in teaching people; willing to
learn from people.

Seen at community functions, “Fun Runs,”
Feast Days, funerals, church sales.

On call 24 hours a day; available whenever
person is sick or needs help.

“Being there” for a person who is sick;
spends time with person; willing to listen.

Elders treated kindly, revered, learn from
elders; understand differences between
people, extended family.

Visits people regularly, often, in health and
in illness; shares things about themselves,
tells stories, jokes.

Spends time talking, listening, examining
person; sits down; has coffee, shares a
meal; spends hours with person; is patient,
gives person time to accept illness; works
several years in community; “Dedicate
yourselves to people for a long time.”

Two examples of non-caring by hospital nurses were
given.  One informant said, “Some of the nurses don’t do their
work, they just go and sit, drink coffee, talk loud, and make
noise.  We hear them laughing and talking . .  . we have our
lights on to get help, but they don’t come.” Another informant
noticed that when he was in the hospital, some nurses gave
patients unequal treatment.  He explained:

I was treated good, maybe because of who I was,
what I am, or who I’m related to, but others weren’t.
. . .  There was unequal treatment.  Maybe it has to
do with the type of illness, if you’ve got the runs and
mess the bed, can’t walk, . . . or have a big, smelly
sore on your arm, they [the nurses] stay away from
you . . . rather than if you are just there for a check-
up.  You can hear them down the hall, talking to an

elderly man or woman saying, ‘What did you do
now?  Shame on you!’ Or some of them come in, not
say a word, do their thing and walk out.

Later this informant contrasted non-caring nurses with a
nurse he perceived as caring:

There is one nurse I really admired . . . that really
went overboard in terms of treating everybody the
same.  She didn’t care what happened or what you
did. . . .  It didn’t make a difference to her with the
care she provided.  When this nurse was on duty, the
feeling throughout the ward changed, it was a warm
feeling.  She had a different aura than the others. . . .
She worked hard but would talk, joke, tell stories
while she was doing her necessary duties.
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Some of the informants gave examples of caring and
non-caring by health professionals in an outpatient
setting.  One informant described his dialysis nurse:

I can’t thank her enough.  I call her ‘My Little Angel
of Mercy’. . . .  She taught me everything about kid-
ney disease, how to mix my exchanges, how to cure
peritonitis, what heparin is, all that is caring.  When
I get sick, she’s on-call 24 hours a day.  She’s always
there whenever I go to the hospital, that shows she
cares.

Another informant who regularly attends clinic shared
her opinion of the nurses, “The nurses I’ve known, I don’t see
them as nurses, they’re just friends of mine. . . .  It’s hard to
explain, I just feel they do care about me, they say so at times
and show me with their hugs.”

One informant admitted she refused to have a gynecolo-
gy exam for a long time because she was uncomfortable with
the male doctors and didn’t trust them.  However, she
described a recent clinic visit with a caring doctor:

This doctor was different. . . .  He had a soft tone of
voice, nice expressions; he was serious, but smiled at
times.  He sat there, spent time talking to me about
himself.  I felt comfortable with him.  I trusted him,
so I agreed to have him do the exam.  He had a gen-
tle touch, but very professional.  I felt like I was the
only person he was examining that day, and I was so
thankful that he came to our hospital.  When the time
came for me to go back, I was anxious to see him, to
talk with him, to listen to him.  After that I came
home and told other women, ‘Go see Dr. So and So.
He’s very nice.’

One informant spoke highly of the public health nurses,
their reservation regional clinics, and their clinic and home
services:

The elderly are checked more often since the nurses
started this elderly clinic.  They go to each [regional
clinic] to see the elderly.  It’s much easier for people
to come there for care, and they help people recover
quicker from different things.  These nurses check
your blood pressure, blood sugar, and check your feet
for sores.  They also check if you’re taking your med-
icines or need a refill.  These nurses also go to peo-
ple’s homes if they can’t come in, change their dress-
ings, watch over them, make sure they’re all right. . . .
These nurses are caring, no more hit and miss. Just
their presence makes a difference. . . .  Everybody
knows the nurses in their district.

Problems identified. One problem noted by three infor-

mants was the frequent and/or cyclic turnover of hospital and
clinic staff.

What is so devastating to our people is the change in
doctors and nurses every two or so years.  You get to
know them and they’re gone, so you have to start all
over again. . . .  The people are left in limbo, left
hanging, and this happens so many times.

Another informant added, “It seems like the good doctors
and nurses never stay long. . . .  We always have to get used to
new people . . . to trust again.”

Another problem identified by informants was that hospi-
tal and clinic staff “ignore people who have been waiting for
hours,” and “no one says, ‘Are you still here?  What hap-
pened?  Have you been seen yet?’” One informant noted that
the clinic hours are too rigid, “We are told that we have better
services now, but they’re saying, ‘Don’t come now.  Make an
appointment.’ Seems like you have to get sick between 8 am
and 3 pm.” Another informant complained that “They treat us
like we are children, or we are lazy, or that we don’t know how
to care for our own children.” Several of the informants had
observed or heard these complaints from people in the com-
munity, but they reported that it is rare for people to discuss
their complaints directly with the hospital staff.

Two informants shared that health care providers are not
visible at community functions and as a result are unable to
establish linkages with the community and miss an opportuni-
ty to establish trust.  One informant said,

Nowadays they [doctors] are starting at least to greet
you in the hallway, before I don’t know what they
thought we were.  There doesn’t seem to be a wall
between us.  I wish they would make themselves
more available to the community, be more open, get
involved in community activities.

One informant remembered a public health nurse who
used to visit his home when he was young:

Mrs. ________ , a reservation nurse, I still remember
her name, used to visit my mother after I was born at
home.  She used to come to the feasts, come to dif-
ferent things on the reservation so people could see
her, know she was a part of the community.  We
never see the doctors or nurses at any of the commu-
nity functions we have.  They’re welcome all the time
but I suppose they want a special invitation.  You
never see them, they sneak in, do their work, and
sneak out.  You only see them when you go to the
clinic, you don’t see them any other time.  You’d be
lucky to see the same doctor twice.



July 1996 ® THE IHS PROVIDER 93

Four informants described non-caring actions by health
providers as “not keeping promises” and “not following
through with what they said they would do.”

We hear promises from these doctors and nurses,
‘We’re going to do this and that, everything will be
better.’ I’ve never heard anybody say, ‘I have skills
and experience, and we’ll integrate this with what
you have here already.’ They’re always saying, ‘I
went to school, I’m going to do this for you, this way,
no other way.’ And, that closes a lot of doors because
we’ve heard this too many years.

When I had my leg cut off, they [doctors] said they’re
going to work on getting me a prosthesis, but they
were just pretending.  I kept asking them, ‘How are
you coming along?’ ‘When am I going to get my
leg?’ and they said, ‘We’re working on it.’ After so
many months, I just gave up.  Nothing’s going to get
done, they don’t care. Yesterday when I went in the
doctor said, ‘Haven’t you got your prosthesis yet?’ I
said no.  He said, ‘It’s been too long a time.’ He start-
ed calling around and told me, ‘I’m not giving up, I’ll
have some news next time you come.’ When I came
out, I said, ‘There’s someone that cares.’ I was real-
ly surprised this doctor wanted to help. . . .  It was a
new experience for me.

The minute you [doctors and nurses] promise a lot of
things and don’t do it, that’s where it hurts.  That’s
when people here turn against you.  That’s what peo-
ple are doing today, promising, promising and never
go through with it.

One informant contrasted caring and non-caring behav-
iors of public health nurses she had known:

Once I came across a man who was completely help-
less, he was so sick, high fever, ulcers on his leg.  I
referred him to this nurse but she refused to go see
him, just told us to take him to the hospital.  He
refused, because he feared going to a nursing home.
It was appalling to me that this nurse wouldn’t even
go see him or touch him.  I think if she had just come
to his house, bathed him, and said, ‘We’ve got to take
you,’ he would have gone.  Another time this same
nurse came to my house to see my dad after his
amputation and his stump needed care.  This nurse
told my mother how to care for him, but didn’t show
her.  A different nurse came later, touched his wound,
acknowledged it, and said, ‘That’s healing well.’ She
didn’t find him disgusting, but the other nurse did.

Suggestions for health care providers. During the

interviews, several informants offered suggestions to the
researcher about how to show caring towards them and others
in their community.  Suggestions for health providers includ-
ed being a role model, being visible in the community, visit-
ing people, sharing things about yourself, speaking truthfully,
speaking from the heart, and learning about their culture.  As
one informant explained, “For you to work with people, is to
live that life, show them that you care.  Never discourage any-
body, never talk against what they’re doing, but try to show
them by your example what they need to do.” Another infor-
mant explained, “If you volunteer to do things for the people
and help them, that’s a sign of your caring.”

Visiting and spending time with people was mentioned
often by informants:

Go and visit people, ask them ‘How are you doing?’
or ‘How are you feeling?’ Share some of your prob-
lems, you don’t always have to talk about health or
illness things.  People here often say the staff is so
involved with their work, that they feel ignored.

In addition to visiting, three informants emphasized lis-
tening to people.  “Listen to whatever they have to say, no
matter if it’s in the medical field, or whatever their problems
are, stay and listen even if it takes all day.” “Too often they
[nurses] just stop, give me medicine, give me instructions,
then they go off and don’t come back for several weeks or
months.”

In addition to visiting and listening, two informants
believed encouragement to be a sign of caring.  “Lots of health
people don’t encourage you to do things, or get well, it’s like
you’re just there, taking up space.”

One informant advised, “Show caring from the heart, not
the head, it’s your actions that speak louder than the words. . . .
When somebody says, ‘I care for you’ and all that, those are
just things people say to butter us up.” Another informant
emphasized, “People have a way of seeing if you don’t care
for them; you talk way above them or talk down to them;
you’re looking over them; you’re not focusing on the middle
part where everybody is.” Attitudes of public health nurses
were addressed by one informant: “Nurses should stop by, just
to say hello, or touch the person, or look at their health prob-
lem.” “I’m embarrassed when non-Indian people come to my
house, if it’s messy, seems like they are looking at how I live,
my environment, rather than focusing their attention on me.”

Three informants advised health providers to learn about
the culture, history, legends, and traditions from community
people.  One informant emphasized that health providers
should be aware of and work with traditional Indian medicine
people.  “Some nurses and doctors will say, ‘He’s my patient
and I’ll provide all the care,’ instead of being willing to let go.
Maybe they could also suggest people going to see a
[Medicine Man].” He further explained, “Health people
should try to work with the system that’s already in place here,
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instead of trying to change it, to use what they know to better
the system.”

Discussion
After completion of the study, the author presented the

findings and implications at a meeting of health care profes-
sionals and other interested persons (some of whom were trib-
al members) held at the reservation hospital.  This presenta-
tion was videotaped, and a copy of the videotape and the
author’s thesis was left at the hospital for future reference.
During discussion of the results of the study with various
other tribal members, the findings were often spontaneously
validated with comments such as “That holds true for me” and
“That makes sense to me.”

The author believes that the results of this study are
applicable in most settings throughout Indian country.  The
findings provide insight into what caring behaviors in health
providers are considered important by these American Indian
informants, and probably by most American Indians and
Alaska Natives.

Ethnographic interviews allowed the author to learn about
the culture of this Southwestern tribe from an “insider’s” point
of view.  Even though these informants reported that health
providers need to work with their community a long time to
really know them, they readily shared with the author many
insights about what was important to them, their families, and
their community in a single interview.

There was tremendous diversity among the 12 informants
regarding their school, work, and family experiences; their
religious beliefs; and their knowledge and use of traditional
American Indian cultural practices.  Their unique life experi-
ences have influenced their beliefs, knowledge, and rules of
caring.  Health care providers need to understand that there is
no “typical American Indian,” and that rather than making
assumptions, it would be wiser to individualize their care.  An
essential part of the health history is an assessment of the psy-
chological and sociological status of the individual.9-11 Health
care providers cannot effectively communicate with patients
or meet their health care needs without first perceiving the
patient as a whole person and achieving an appreciation for
cultural differences and understanding the patient’s beliefs rel-
evant to health, illness, and treatment.

Informants stressed the importance of extended family
and community members in their lives in response to other
questions in this study (not described in this paper).  Health
care was delivered to informants not only by doctors and nurs-
es but also by parents, grandparents, children, siblings, other
extended kin, and by American Indian healers.  Therefore,
health care providers should consider including the client’s
family and concerned community members when planning
and providing their health care.

Providers who are culturally sensitive will appreciate the
potential role that Indian medicine and healing practices may
have in achieving an optimal response to health care.  Three

informants mentioned the use of Indian medicine, others used
a combination of Indian and Western medicine, and some did
not know or believe in the “old ways.” While health care
providers cannot assume that all American Indians believe in
Indian medicine or, for those who do, practice it in the same
way, sensitivity towards non-Western health beliefs and prac-
tices is invaluable in meeting the needs of the whole person.

Providers also need sensitivity towards a person’s spiritu-
al beliefs because all of these American Indian informants
described the significance of religion and prayer in their lives.
Religious activities among informants were perceived as car-
ing.

American Indian informants in this study indicated that
they believed it was important for health care providers to
learn about their culture through participation in community,
church, school, and family activities on the reservation,
including attendance at family funerals and making home vis-
its. Health care professionals should enhance their under-
standing of the culture and demonstrate caring and respect by
increasing their visibility and participation in the Indian com-
munities where they work.  Administrators have an obligation
to provide opportunities for new health care professionals to
be oriented to the values and beliefs of the community.  This
responsibility could be shared with tribal leadership.

Informants voiced concern about health providers who do
not involve them in planning their health programs.
Informants emphasized the need for health providers to work
with their cultural values, instead of trying to change tradi-
tional ideas and force new programs on them.  This is espe-
cially important in view of the short employment period and
high turnover rate; providers often try to make changes long
before they have any understanding of the culture and the
community with whom they are working.

Informants viewed health providers as caring when they
spent time visiting and getting acquainted with them in the
hospital, clinic, and home setting.  These caring providers
respected the informant’s beliefs and cultural practices, and
willingly shared information and stories about their own lives.

Recommendations and Conclusions
Further ethnographic research among other American

Indian or Alaska Native groups might be useful to determine
if similar themes emerge related to what behaviors are per-
ceived as evidence of “caring.” Similar studies utilizing health
providers as the “informants,” and then comparing and con-
trasting the results, might be both interesting and enlightening.
Additionally, ethnographic studies of American Indian health
beliefs and practices are needed to promote further under-
standing of how to provide culturally sensitive care.

To enhance more culturally sensitive health care, profes-
sional school curricula should include classes on transcultural
care and cultural diversity.  Especially important to reaching
this goal of culturally sensitive care is to increase efforts to
provide training in the health care professions for greater
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numbers of American Indians and Alaska Natives. 
This exploratory study provides cultural insight into those

behaviors of health professionals that are perceived by mem-
bers of an American Indian tribe in the Southwest as demon-
strating caring.  The informants stated that incorporation of
these caring behaviors into the hospital, clinic, or home setting
will enhance culturally sensitive care, facilitate client recep-
tiveness to new information or counseling, and improve the
effectiveness of client encounters.
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Comparing Quantitative and Qualitative Research
Sophisticated readers of research reports expect all papers

to include statistical P values, randomized comparison groups,
placebo controls, and 95% Confidence Intervals (CIs).  These
are all methods to assist in ensuring that the body of scientif-
ic knowledge about health care is
not based on anecdotes or subjec-
tive impressions.  What, then, is
one to make of Susan Fifer’s arti-
cle in this issue (page 89) that
reports her subjective analysis of
conversations with 12 people, and
which contains not one statistical
test?

Randomization, P values, CIs,
etc. are methods of “quantitative
research.” Ms. Fifer did ethnographic research, one type of
“qualitative research.” Qualitative research has been accepted

as legitimate research in the health sciences, and has been
published in prestigious journals such as the Journal of the
American Medical Association,1 the British Medical Journal
(BMJ),2 Nursing Research,3 the American Journal of Public
Health,4 and the Canadian Journal of Public Health.5 The
BMJ recently published a series of seven articles and an edi-
torial covering qualitative research: what it is and how to read
it.6-13 And, the National Institutes of Health, that embodiment
of hard science, even funds it.14

Recent articles and reports document that American
Indian, Alaska Natives, Canadian First Nations, and Inuit

(AI/AN/CFN/I) peoples have par-
ticipated in qualitative research
useful to them.  Such research has
examined, for example, evaluation
of a Community Health
Representative program,15 occupa-
tional therapy,16 experience of loss
of land,5 depression and alcohol
abuse,17 diabetes,14,18,19 advance
directives by patients and “Do-
Not-Resuscitate” orders by physi-

cians,1,20 the meaning of death to adolescents,21 and the devel-
opment of health education material and preventive programs

Qualitative Research
What is it?  Is it important?

“Qualitative research has
been accepted as legitimate

research in the health
sciences.…”
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for diabetes14 and fetal alcohol syndrome.22

To read reports of qualitative research, one must be famil-
iar with its purposes and methods.  It has been described as
research from and of the “perspectives of the subjects under
[study].”23 It studies questions for which quantitative research
is ill-suited, such as “What meanings do people give to
[item]?” or “What kinds and content of health education mate-
rial do the patients themselves think would be educational and
motivational for them?” Qualitative research sometimes pro-
duces results valued in their own right; other times, the results
are exploratory, to develop or guide a subsequent research
project that may itself be quantitative, qualitative, or both.
Major characteristics of qualitative and quantitative research
are outlined in Table 1.

The data in qualitative research are people’s own written
or spoken words or their observed behavior.  Those data often
come from detailed, extended interviews with a few people,
similar to but longer than the medical history, or “Subjective”
part of our SOAP notes.  The interviews may follow a planned
format, or may be open-ended and follow the subject’s path of
thinking.  Data may also come from focus groups; written his-

tories, such as diaries; extended observation of public or pri-
vate behavior and interaction; or many other sources.

Measurements
Quantitative research does measurements of or surveys

specific subpopulations of people (e.g., 10% of adults in the
community, all women with newly diagnosed ovarian cancer
at the hospital); rigorous statistical sampling procedures and
calculations of sample size and statistical power help ensure
reliable and replicable results.  Qualitative research interviews
or observes only a few people, but usually in depth or for
extended periods; purposeful sampling and seeking contrary
views help ensure reliable and replicable results by maximiz-
ing the likelihood that the subjects represent the range of
opinions, values, or behaviors found in the community/group
about the research question.  Purposeful sampling may solicit
people to interview from specific segments in the community,
or from the entire spectrum of each characteristic likely relat-
ed to the study.  Such characteristics in Ms. Fifer’s study
might include satisfaction or dissatisfaction with care, extent
of traditionality, and training and employment as a health care

Characteristic

Typical questions

Methods to obtain data

Domain and people studied

Sampling

Means of analysis

Logic of analysis

Description by:

Explanatory models

Reliability, replicability, consistency

Internal validity, credibility, accuracy

External validity, applicability

Qualitative Research

What is going on? What does this
mean to the subject?

Observation; Interviews; focus groups;
etc.

One or a few people in a community.

Purposeful

Interpretation

Creative induction first; sometimes
deduction also

Range of values or findings

Patterns; circles; webs

Purposeful sampling; seeking contrary
views

Subject review; check interpretations
with community people; detailed quo-
tations

Transferability

Quantitative Research

What causes____? Which treatment is
more effective?

Measurement; formal surveys.

Subpopulation

Statistical

Statistics

Deduction

Statistics: mode, mean, etc.

One or a few lines

Rigorous statistical sampling proce-
dures

Masking; objective measurements;
accurate instruments

Generalizability; transferability

Table 1. Characteristics of qualitative versus quantitative research.*

*Adapted and expanded from Krefting L,33 Kuzell et al,34 Mays N, Pope C.8
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provider.  The researcher may also ask subjects and infor-
mants to identify other people, with views contrary to those
already expressed.  The researcher should not quantitate the
qualitative research interviews.  (Ms. Fifer appropriately did
not report what percentage of the 12 subjects reported one or
another value or feeling.)

Subjectivity
The two types of research handle subjectivity differently.

In quantitative research, subjectivity is taboo because it may
include intentional or unintentional bias to an unknown extent.
Quantitative research strives to eliminate subjectivity by sev-
eral methods (e.g., placebo control, double-masking [double-
blinding] or single-masking, and minimizing inter- and intra-
observer differences).

Qualitative research, on the other hand, uses, and thus
must manage subjectivity.  The researcher “is his or her own
‘instrument’ of observation,”24 and interprets the textual or
observational data with a creative
(subjective) step of seeing patterns
or relationships in the data.
Researchers minimize (manage)
personal bias or self-deception by
several methods.  To avoid making
idiosyncratic interpretations unre-
lated to reality, they develop their
interpretation with other commu-
nity people, and hold “feedback
sessions” to check their interpretation with community mem-
bers and even with the subjects themselves.  If it is likely that
different researchers would develop markedly different inter-
pretations of the same material, the “Rashomon effect,”25 they
may ask other experts to interpret the data independently.
They report details, including extended quotations by the sub-
jects, especially those that give different or even contrary
views, so that the readers can themselves compare the
researchers’ interpretations with the basic data on which they
are based.  They may also explicitly state their own biases,
values, and judgements, to help the reader be alert for their
possible influence on the researchers’ interpretations.

Sampling
Since it is impossible to study every individual to identi-

fy information that would apply to them all, most quantitative
and qualitative research is done on limited numbers of indi-
viduals and the results then applied to people other than just
the individual subjects studied.  What is labeled “generaliz-
ability” of research results is often actually “applicability” or
“transferability.” Quantitative research can statistically gen-
eralize only to the group from whom the subjects were select-
ed by rigorous sampling; unfortunately, that group is often
quite small or narrow.  For instance, a randomized, controlled
trial, “The Physicians’ Health Study,” showed that one aspirin
every other day prevented deaths from heart attacks in the

22,000 physicians studied.26 Those results statistically gener-
alize only to all U.S. male physicians age 40 to 84 (the group
from whom the sample was obtained), yet they apply or trans-
fer with confidence to all adult males in Europe and North
America, but perhaps not to women.  The AI/AN Youth Health
Survey did not obtain its group of 13,000 reservation adoles-
cents by statistical sampling at all.27 The results thus cannot
statistically generalize to any larger group, yet they probably
roughly apply or transfer to the adolescents of most reserva-
tions.  Because qualitative research usually does not use sta-
tistical sampling, its results usually cannot statistically gener-
alize to a larger group.  However, as with the two examples of
quantitative research, qualitative research results often may
apply or transfer to other settings if careful judgment is used.

Standards
Just as methods have become more defined and standards

have risen for quantitative research in the past 45 years, so too
for qualitative research in the past
15 years.28-32 Readers now have
guidance to assess the quality of
qualitative research.8,24,33,34 Two
recent articles about American
Indians demonstrate state-of-the-
art qualitative research.1,21 A
description of several methods
qualitative researchers often now
use to ensure quality can be found

in the box on pages 98-99.

Evaluation of Ms. Fifer’s Article
What do the authors make of Ms. Fifer’s article?  She

asked a specific, well-developed question of the 12 subjects to
define behaviors that demonstrate caring by health profession-
als.  Not surprisingly, some people volunteered examples of
non-caring as well as caring.  The people she selected to inter-
view were quite diverse in their religious orientation and
knowledge of traditional practices.  The sample number of 12
was large enough that no additional ideas were being elicited,
suggesting that she had obtained the range of views, values,
and feelings that existed in the community.  She checked her
interpretations with peers and health care coworkers who were
themselves members of the community studied. The article
contains a rich set of detailed quotations from the people inter-
viewed; her interpretations are tightly related to the quota-
tions.  Although she did not conduct feedback sessions with
the subjects themselves, she did do a report and feedback ses-
sion with community members and the staff of the health
facility serving the tribal community.  She even left a copy of
that session on videotape and of her thesis with the health
facility and tribe.  Finally, her article has strong “face validi-
ty,” as suggested by the following question readers should ask
themselves: “Is it likely that the people in the tribal communi-
ty studied define caring behavior differently than what Ms.

“Quantitative research, on the
other hand, uses, and thus
must manage, subjectivity.”
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Fifer reported (e.g., that ‘caring’
means ‘listening to us’ and ‘spending
time with us’)?” In summary,
although she did her research seven
years ago and thus may not have
included some methods that have
since become state-of-art, the quality
of her qualitative research was quite
high nevertheless.

Ms. Fifer’s article applies or
transfers to most other AI/AN/CFN/I
communities.  However, there might
be limited transfer for those commu-
nities that are markedly different with
regard to one or more important char-
acteristic(s).  For instance, one person
said that the staff should “get involved
in community activities,” a feeling
that several people shared; that com-
ponent of “caring” might transfer only
with modification to tribal communi-
ties that are quite private about many
religious community events.  While
some tribal communities might have a
few additional components or aspects
of caring not mentioned in Ms. Fifer’s
article, very few or no communities
will substantially contradict her
results.

Our final comments reflect our
subjective judgment, not scientific
analysis.  In the article’s last sentence,
the subjects of the study spoke direct-
ly to the readers.  We (WLF and TLT)
feel that the entire Fifer article spoke
directly to us, as to how we can be
more caring in our roles of providing
health care.  We also feel that the arti-
cle spoke for us, when we or our fam-
ily members are patients.

Ms. Fifer’s article in this issue,
and the articles cited above, demon-
strate that qualitative research is espe-
cially relevant when the perspectives
of patients and families are markedly
different than those of the profession-
al caregivers, as in our setting.
Therefore, qualitative research is
especially important to improve the health of, and the health
services to, AI/AN/CFN/I people.  We hope that The IHS
Primary Care Provider will publish more high quality articles
that use the methods of qualitative research.
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(continued)

understanding shared by subjects and researcher.
Repeat observations over time. Especially in observational research, repeat-

ing observations during an extended period will minimize the chance that the
observed behavior was just an aberrant example.

Peer examination. Have colleagues, research associates, and other appropri-
ate people independently examine the research.

Participatory research. Involve informants and other research stakeholders
in most phases of the study, from the design of the project to developing interpre-
tations to writing the results.

Clarify researcher bias. Reporting possible researcher biases both helps
minimize the effects of the bias and lets the readers assess if the bias adversely
affected the quality of the research.

Strategies to Ensure External Validity
“External validity” (i.e., “applicability” or “transferability” to other settings)

refers to what the researchers and readers do with the results.  Four commonly uti-
lized techniques help readers assess the transferability of the study to other set-
tings.

Detailed quotations or descriptions. The most common method is to pro-
vide rich, thick, detailed descriptions or quotations, and also detailed backgrounds
of the subjects studied, so that anyone interested in transferability will have a solid
framework for comparison.

Detailed research methods. Provide a detailed account of the focus of the
study, the researcher’s role, the informants’ positions and method for selection,
data collection methods, the context from which data are gathered, and analysis
strategies.

Purposeful sampling.  Interview or observe people from the entire spectrum
or range of people to whom the researcher will want to transfer the results.  For
instance, a qualitative study about all intravenous drug use would interview or
observe people from several ethnic groups (including European Americans), both
genders, all drugs, all socio-economic levels, etc.; a study of binge-drinking alco-
holism in a tribal community would interview or observe a range of severity and
frequency, both genders, all socio-economic levels, etc.; a study of hospice care
would include families of patients who had stayed with hospice, had left, had vary-
ing degrees of control of pain and nausea and of satisfaction with the services.

Check representativeness. Member checking can ask the people studied if
the behavior observed by the researcher was “typical” or “usual” behavior for the
context, or if what was discussed in the interview was “usual” or “typical.” All
phases of a study should be subject to scrutiny by an external auditor who is expe-
rienced in qualitative research methods.

* Adapted and expanded from Taylor SJ, Bogdan R28; Patton MQ29; Kuzel AJ,
Like RC;30 Crabtree BF, Miller WL31; Creswell JW32; and Krefting L.33
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The Shutdown Message
Putting a “Face” on the Federal Employee

Tony Kendrick, Acting Communications Director, Indian
Health Service, Rockville, Maryland.

Government employees are the best spokespersons
for their  agency.  When employees are underrated as
spokespersons, the agency loses a significant com-
munication channel to the public.

There were many different messages that went out about
the impact of the series of federal shutdowns that began
November 14, 1995.  The messages were given by congres-
sional and government leaders in response to questions asked
by media representatives and to polls taken of public percep-
tion.

I believe the overriding message of the shutdown was that
there was stoppage, disruption, or curtailment of services.
The message of the disruption of services, which was wider
than just federally administered services, was delivered by
senior spokespersons, Cabinet Secretaries, and members of
Congress.  They were the few taking the message to the poten-
tial many.  Their communication channels were the national
media, including CNN, C-SPAN, major newspapers, talk
shows, and other communication outlets.  There is never any
guarantee that those who are exposed to a message will hear
it, understand it, or even care about it. However, if the message
comes from local sources and is personalized, there is a better
chance that the message will be heard.

Government employees have access to the local media,
and are easier for the media to contact than senior government

officials.  When a local reporter cannot reach a Cabinet
Secretary or an ‘inside the beltway’ spokesperson, he/she will
select a local, senior official or an employee for a response.  A
service that government communicators, such as the Director
of Communications for the Indian Health Service or Area
Office public affairs liaisons, can provide for the local media
is access to employees who can localize, personalize, and
reinforce messages from national offices.

In the recent shutdowns, the communication role of local
employees of most agencies appeared to have been relegated
to describing how employees were personally affected.
Instead of putting a ‘face’ on the government employee, the
government employees (and other spokespersons) should have
been putting a ‘face’ on the customer of their particular service
or agency.  An opportunity was missed by some government
communicators to engage employees in educating the public
about the value of services their agency provides and the
potential detrimental effects that might result (or did result) as
a consequence of losing those services.

One purpose of government is to provide services
established by elected officials.  Managers and employees
must understand how their work contributes to the mission,
goals, and objectives of their agency.  It is a responsibility of
every government employee to help the public, and even one
another, understand the value of the agency and its employees.
Government employees must recognize their responsibility
for communication that is inherent in their government service
job.

Messages about the impact of shutdowns should always
reflect the reason for the existence of the government agency.
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For example, to provide health services, to control communi-
cable diseases, to process mortgage applications, to feed the
elderly, to enforce import regulations, to clean up toxic waste,
etc.  If the only impact of a government shutdown is that fed-
eral employees cannot pay their bills, then it could be assumed
that the main purpose for the agency is to provide employment
for the workers and not services for the public.

Essential services, such as direct patient care, were pro-
vided during the shutdown.  The customers of these services
may not have perceived a disruption of service.  If there is
another shutdown, perhaps government employees still on the
job should provide the customer a “pink slip” along with the
service.  The “pink slip” would explain how the services they
are receiving are or will be affect-
ed by a shutdown.  The customer
can then understand and articulate
the value of the services they are
receiving and the potential impact
a shutdown would have on them,
their families, and their communi-
ty.

The schism between the mes-
sages of senior officials and
employees was unfortunate.
While senior officials talked about
“how disruption of services affects
you, the customer,” employees
were talking about “how the shut-
down affects me.” Employees
should have been provided guidance by government commu-
nicators to reinforce the message from the leaders: that is,
“how the shutdown affects my ability to provide vital services
to the customer.”

The guidance provided to Indian Health Service employ-
ees was to use the opportunity of speaking with reporters to
explain the services being provided, and how the shutdown
was having an impact on these services.  Messages about the
value of the services provided by the Indian Health Service
conveyed to the media by employees were consistent with and
also reinforced and validated the messages being received and
sent by members of Congress, tribal leaders, Indian organiza-
tions, and the Department of Health and Human Services.
Wherever the media went for a news source, they received the
same message in response to their questions.  As a result, there
were no claims that the Indian Health Service was an unnec-
essary agency or that its budget should be reduced.   Employee
spokespersons proved to be an effective and credible source of
information about the Indian Health Service for the media.

For agencies that did not provide similar guidance, their
employee responses to questions from the media did not pro-
vide any information about their agency.   For example, in one
Good Morning America segment, the messages delivered by
some federal employees were self-serving: “I can’t pay my
bills”; “Federal employees are human, too”; or “I can’t carry
out my duties as a prosecutor” (without any additional expla-
nation about what effect this might have on the public being
served, or the individual customer).  The two individuals who
were not government employees in the group were the only
ones who discussed the impact of the shutdown as it related to
services they were contracted to provide.  It is my belief that
the culture of government service lets senior officials or

spokespersons speak for the gov-
ernment or agency and allows
employees to believe they can only
speak for themselves, even to the
point of not explaining the value of
their job within the agency’s mis-
sion, unless they get specific per-
mission from their organization.

We should begin now to pre-
pare in the event of another fund-
ing impasse. Government commu-
nicators should immediately work
with officials and agency employ-
ees to identify the primary services
provided by the agency.  The chal-
lenge, which is easily met, will be

for each employee to be able to briefly explain the mission of
the agency, identify its customers, and describe the vital ser-
vices provided to these customers.  This would be the message
that one would want every employee to include in their per-
sonal responses, and there would be no need for any preclear-
ance.  Employees need to be prepared to respond to questions,
even personal ones, with answers that address “what my
agency does, what role I play in helping the agency do what it
does, and how the customer is affected by what I do.”

If government employees cannot explain the purpose of
their agency and champion its existence, then the agency will
be perceived not as one of service  but as one of employment.
That is an unfortunate perception for members of the local
community and local officials to express to their elected rep-
resentatives in  the Congress, who then will debate the value
of the agency during the government budgetary process. ®

“The challenge, which is
easily met, will be for each

employee to be able to briefly
explain the mission of the

agency, identify its customers,
and describe the vital services
provided to these customers.”
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The Eighth Annual Indian Health Service (IHS) Research
Conference, sponsored by the IHS Research Program and the IHS
Clinical Support Center (accredited sponsor) will be held August
28-30, 1996 at the Best Western Rio Grande 1015 Rio Grande
Boulevard in Albuquerque, New Mexico. The Best Western Rio
Grande has reserved a block of rooms for $63.31 for single and
$72.36 for double. Please make your reservations before August 9,
1996 at 505-843-9500: to get this special room rate, tell them you
are attending the IHS Research Conference.

The conference will feature “lessons from the past.” Papers are
invited for oral or poster presentation in the following categories:
Aging, AIDS, Alcohol and Substance Abuse, Cancer,
Cardiovascular Disease, Diabetes, Environmental Health,
Epidemiology, Health Care Administration, Health Promotion and
Disease Prevention, Health Services Research, Injury Prevention,
Mental Health, Nutrition, Oral Health, and Women's Health.
Research measuring the effectiveness of innovative health care
delivery interventions or research that demonstrates partnerships
between researchers and tribes is especially welcome.

Abstracts must be received no later than close of business on
July 15, 1996 to be considered for review (see "Instructions for
Preparing Abstracts" below). Notice of acceptance of abstracts will
be mailed by July 19, 1996.

For abstract consultation, contact one of the following
Research Conference Planning Committee members: Linda
Arviso-Miller at 505-837-4142 or Cherie Thomas at 505-837-
4145.

Instructions for Preparing Abstracts
1. Use the abstract form on the next page to prepare your

abstract. All copy must fit within the frame. This form may be
copied.

2. Accepted abstracts will be reduced and printed in the confer-
ence program. Remember that you are producing camera-
ready copy. Submit your abstract in a type size no smaller than
12 pitch typewriter type or a 10 cpi font on a word processor.
Single space all copies. Do not include figures, tables, equa-
tions, mathematical signs or symbols, or references in the
abstract.

3. The abstract content should be structured as follows; title,
author and affiliation, purpose/background, methods, results,
and conclusions. Place an asterisk next to the name of the pre-
senting author. Conclude your abstract with the sentence: "For
further information: [Name and address of author serving as
point of contact]." The abstract must fit within the frame on a
single abstract form and be no more than 250 words in length.

4. Check the desired form of presentation: oral, poster, or either.
5. All abstracts should be sent to: Conference Coordinator, IHS

Research Program, 5300 Homestead Road, N.E.,
Albuquerque, New Mexico 87110 (phone: 505-837-4142).
Submit one original signed by the primary author.

6. A biographical sketch must accompany the original abstract.
Use the form below. Do not submit a curriculum vitae or
resume.

7. Abstracts must be received by close of business July 15, 1996.
8. We will notify authors of the acceptance or rejection of their

papers by July 19, 1996.

Any questions about style should be directed to Linda Arviso-
Miller, Conference Coordinator, at (505) 837-4142.

IHS Research Conference
Announcement and Call for Papers
August 28-30, 1996 (please note new date)

Biographical Sketch
(Please Type)

Primary Author/Presenter:
_______________________________________________________________________________________________________
(As you would like it printed in the Final Conference Program)

Mailing Address:_________________________________________________________________________________________
_______________________________________________________________________________________________________
City/State/Zip:___________________________________________________________________________________________
Telephone Number: Work_______________________________________Home_______________________________________
Position Title:____________________________________________________________________________________________
Secondary Authors: (Name, Title, Degree, Place of Employment)___________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Send abstract and biographical sketch to: Linda Arviso-Miller, Conference Coordinator, IHS Research Program, 5300 Homestead
Road, N.E., Albuquerque, NM 87110.
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Indian Health Service, OHPRD, Research Program
8th Annual Conference

Call for Papers
ABSTRACT FORM

Submitted for:

 

❑ Oral Presentation ❑ Poster Presentation ❑ Either

If this abstract is not accepted for oral presentation, would you consider a poster?
❑ Yes ❑ No

Indicate the major content area of your abstract:
❑ Nursing ❑ Medicine ❑ Environmental Health
❑ Community Health ❑ Nutrition ❑ Behavioral/Mental Health
❑ Dentistry ❑ Epidemiology ❑ Other___________________________________

Abstracts must be received by July 15, 1996.

Primary Author:__________________________________________________________________________________________
Date:___________________________________________________________________________________________________
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MEETINGS OF INTEREST ®

Wellness Conference
July 31-August 2, 1996  Fort Defiance

“Walking in Beauty with Good Health,” a wellness con-
ference for men and women, is sponsored by the Navajo Tribe,
the Window Rock United School District, and the Indian
Health Service. For more information, call the Social Service
Department at 520-729-3294, the Navajo Health Education
Program at 520-729-3417, or the Department of Behavioral
Health Services at 520-729-4012.

Honoring Indian Elders
August 29-30, 1996   Albuquerque, NM

The National Indian Council on Aging (NICOA), celebrat-
ing its 20th anniversary of advocacy for Indian elders, is spon-
soring this two-day conference, which will bring together
Indian elders, tribal leaders, health care experts, legislators, pol-
icy makers, and service providers. Sessions will examine the
health, economic, and political status of the nation’s Indian
elders as the nation approaches the beginning of a new century.

For more information, contact NICOA, 6400 Uptown
Boulevard, N.E., Suite 510W, Albuquerque, NM 87110 (phone:
505-888-3302; fax: 505-888-3276).


